When they were thrown off and the ulceration healed new crusts formed, and in that way the ulceration spread gradually through, so that when the cartilage corresponding with the ulcerated area was thrown off, the base of the new ulcer became the under-surface of the opposite muco-perichondrium, which becomes covered with mucous membrane in the ordinary way.
Mr. CLAYToN Fox thought the fact that the mucous membrane was healthy on both sides negatived the idea of pressure. He thought the perforations were congenital deficiencies in the ethmo-vomerine plate.
The PRESIDENT (Dr. Watson Williams) said that it was recognized that there might be a large dehiscence of the septum, congenital in origin, but it was when perforations of the cartilage were not associated with complete perforation that they became so important, for it was easy for an operator to be blamed for having made a perforation during a submucous resection when it was really due to a congenital deficiency. He did not understand how pressure on the cartilage by mucous crusts could produce the condition shown by the specimens.
Dr. DAN MCKENZIE, in reply, said that with regard to the oetiology of the fenestrae, their dependence upon a developmental error was well recognized by the authorities, as he had remarked in his notes. With regard to the action of crusts or scales, it seemed to him clear that anaemia and ischeemia of the mucous membrane could induce thinning and finally perforation of the cartilage without necessarily destroying or damaging the mucous membrane itself. Cartilage was devoid of blood-vessels and depended for its nutrition entirely upon the transudation of plasma, a process with whiclh even slight pressure would readily interfere. Another point he wished to raise was that such fenestrm must predispose to the formation of pathological perforations of the septum. This was supported by some cases of submucous resection reported in the transactions of one of the American societies,' in which perforation of the septum had occurred, not at the operation but several months later, the fenestra in the cartilage made by the surgeon being transformed into a perforation of the septum, either by the pressure-ulceration of dried secretion or by finger-nail traumatism.
Case of Subglottic Stenosis after Tracheotomy.
By HAROLD BARWELL, F.R.C.S. THE patient, a woman, gives a history of diphtheria in childhood, when tracheotomy was performed in great haste for urgent dyspncea. Since then the voice has been affected, but there does not appear to be any serious interference with respiration. The " tracheotomy " was I Journ. Laryng., Rhin. and1 Otol., 1910, xxv, pp. 486-91. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from evidently performed through the cricoid cartilage, and a thick cicatricial web, with a posterior aperture, can be seen below the cords.
Mr. BARWELL said he did not think the case required treatment; the patielnt only came for hoarseness, and the stenosis was not so severe as to be dangerous.
Scleroma of the Nasopharynx in a Polish Woman.
By STCLAIR THOMSON, M.D.
THIS patient was shown before the Laryngological Society of London in February, 1907, and her case is described in the Proceedings, vol. xiv, p. 65. It seems that for about ten years she has had increasing difficulty in nasal respiration. Seven years ago an operation was performed in Dr. Heryng's clinic in Warsaw, with some relief. When exhibited in 1907 there was a red, fleshy diaphragm extending from the base of the soft palate upwards and backwards to the roof of the nasopharynx. Through an oval opening in the centre of this fleshy membrane one could see a small part of the posterior edge of the septum. Under chloroform this fleshy membrane, which was found to be of almost cartilaginous-like hardness, was plucked away, partly through the mouth and partly through the nose. Nasal respiration was completely restored and the patient remained quite comfortable for two years. In March, 1910, the membrane was again seen to be re-forming, and the condition now is very like what it was in February, 1907. At the operation two years ago it was difficult to get a satisfactory piece of growth for examination, as it all came away in shreds. But examination by Dr. Emery failed to reveal Frisch's bacillus.
Dr. STCLAIR THOMSON said he believed only two other cases of the kind had been shown in this country--the first by Sir Felix Semon and the other by Dr. Dundas Grant. He made a mistake about Frisch's bacillus, as that had been given up as the causative organism; it was recognized now to be Friedlinder's bacillus which was frequently found in this disease. He understood, however, that pathologists now looked for Mikulicz's cells as characteristic. Dr. Emery had made another search, but could find no such cells. He showed the case before operating on it because, although the disease did occur as limited to the nasopharynx, the present was not altogether a typical case. This post-nasal membrane was very cartilaginous, and was thoroughly removed, but slowly returned after three years. He proposed to operate and get some carefully selected specimens, and report later.
